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This study investigated the patterns ofantisocial behaviors among adolescents
within the residential treatment setting. Results from a previously conducted pilot study
showed that the frequency of acting out behavior did ultimately decrease; in addition, a
specific pattern ofchange in the behavior of clients within the residential treatment
setting was identified to be common throughout the entire sample.
This study was used to gain a better imderstanding of the reasons why this change
in behavior exists. Behavior disorders are the most common antecedent to residential
treatment placement for adolescents. Youth diagnosed with behavior disorders often
exhibit antisocial and acting out behaviors. It is almost impossible to maintain the safety
of the individual and community when youth are displaying these types ofbehaviors. As
a result, these adolescents are placed in residential care, where they are to receive one-on-
one and group counseling, and medication in a highly structured environment. The
clients stay for an extended period of time, averaging 8 months to 18 months. The staff
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persons are trained to monitor and modify the behaviors of youth diagnosed with
behavior disorders. The final goal of the residential treatment center is to prepare the
youth the successfully re-enter the commimity by the showing of improvement in
behavioral management. A residential treatment center in Atlanta, Georgia provided a
sample of 16 youth between the ages of 13 and 18 with various diagnoses of behavior
disorders. The research includes individual interview sessions with each of the 16 clients
to determine their individual reasons for their behavior and to find out why they had
chosen to modify their behavior. The findings from this research explain the pattern of
change in the frequency of acting out behavior identified in the pilot study, as well as
attribute the decrease in acting out behavior to the effectiveness of the residential
treatment center. The findings from this study are limited in that they are not able to
determine to long-term effects of residential treatment; however, this study will help staff
to identify the needs of their clients and determine what aspects of the program are
actually making an impact on the youth’s behavior.
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This chapter describes the purpose of this study, the background and statement of
the problem, and the significance of the study. It includes a summary of the research
goals, as well as a preview of the chapters to follow.
Purpose
Upon completion of a pilot study, it was determined that there is a distinct pattern
of change in the frequency of acting out behavior in youth with behavior disorders, over
the course of their length of stay in residential treatment. The pattern ultimately resulted
in a decrease in the frequency of their acting out behaviors. The entire sample
demonstrated significant fluctuations in the frequency of their acting out behaviors at the
same specific points ofmatriculation through the treatment program. The pilot study
raised questions as to why clients appeared to act out more frequently at specific times
throughout their treatment. Now that this distinct pattern of change in behavior was
identified, the purpose of this study is to identify the reasons for this pattern ofchange
within the patient population. The data from the pilot study suggests that the clients go
through a period ofexhibiting few acting out behaviors immediately following intake.
Acting out behaviors increase once the client has moved into about the third month of
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their treatment. As treatment progressed the client’s behaviors, peak, they begin
exhibiting more frequent behavior problems. After this peak period of frequent acting out
has passed, the behaviors began to decline. Then shortly before discharge the client
exhibited some signs of regression. Finally, it became evident at discharge that the
frequency ofacting out behaviors markedly decreased when compared to intake,
especially when compared to the peak period. This study explores the reasons behind
these changes in behavior, as they relate to the pattern identified in the pilot study.
Background ofthe Problem
Approximately 4 million out of the 26 million adolescents between the ages of 12
and 19 have emotional problems severe enough to require treatment (Davis- Berman &
Berman, 1994). There are several opinions as to how children develop behavior disorders
they range from poor parenting, history of abuse and neglect, to neurological dysfunction.
There are just as many forms of treatment for behavior disorder as there are opinions
about what causes it, treatments such as psychotropic medications, and even hypnosis.
There are several theories on what type of intervention can most effectively treat youth
with behavior disorder. Youth are admitted into residential treatment centers (RTC)
because they have disrupted their homes, schools and/or communities so much so, that
they can no longer remain in that environment. Residential treatment centers typically
combine several forms of treatment; behaviormodification techniques, individual, group,
and family counseling, and medications. Psychologists along with many other
professionals within the field of social services are constantly searching for effective
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treatment for behavior disorders. It is imperative that these youth get the type of services
that will successfully make a difference in their behavior for the sake of their families,
and the greater community, and most importantly their own personal well being.
Statement of the Problem
The period of low frequency acting out that occurs shortly after intake often
gives the staffwithin the agency a false impression of the client’s behavior management
skills. This can be especially damaging to agencies that intake clients’ for the sole
purpose ofconducting 30 to 90 day assessments, due to the fact that the true antisocial
behaviors ofall the clients in the pilot study did not become evident until after the third
month of treatment. Limited psychiatric treatment and shorter lengths of stay in
residential facilities has contributed to the increase ofyouth in the community with
emotional disturbances (Lambert, L. 2000).
The point in treatment where the frequency of antisocial behavior peaked for all
of the participants in the pilot study can often be disturbing for direct care staffwho have
grown accustomed to the clients previously low frequency ofantisocial behaviors. This
is often the time period where frequent interruption of treatment occurs. Clients are
often pre-maturely transferred to more restrictive placements such as youth detention
centers, or psychiatric hospitals. If the residential facility were aware of the pattern of
change in frequency ofacting out behaviors, and the reasons behind them, they would not
be misled by the clients apparent “good behavior” at intake, nor would they be shocked
by what appears to be a sudden peak in antisocial behaviors as the client moves through
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the treatment program. Greater awareness of this pattern would allow the facility to
structure its program to catermore closely to the period of treatment the client is in, as
well as make the agency less likely to make rash decisions based on the client’s present
behaviors. Figure one illustrates the phases of treatment, and the pattern of change ofthe
clients extreme acting out behaviors that was identified in the pilot study.
Figure 1. Pilot Study Results
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Significance of the Study
This study is an important addition to the literature that is lacking in information
concerning the effectiveness ofthe residential treatment center as a treatment option.
Despite the efforts of the school system and parents to maintain the behavior of youth
within the home, residential treatment placement is often the next and final option
suggested to parents and communities seeking help with youth demonstrating acting out
behaviors. It is intended that the findings from this study will show that the established
pattern of changes in the clients’ behaviors over time can be attributed to the therapy
methods and program characteristics of the residential treatment center. Finally by
determining why clients act out during specific periods of treatment, care givers and
practitioners can improve the quality of care offered within these facilities.
Summary
This study explores the reasons clients within the residential treatment setting
follow such a distinct pattern of change in the frequency of their antisocial behaviors
through out their length of stay. It will also attribute the decrease in those behaviors to
the program characteristics of the residential treatment facility. There is still much
research needed in this area. This study serves as an addition to the literature that will
allow parents and practitioners a better understanding of the changes adolescents are
likely to go through as clients move through a residential program.
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Chapter two of this document provides an overview of the available research on
this topic, along with the limitations of the literature. Chapter three specifically explains
the methods used to conduct the study, with the setting, sample, measure, design,
procedure, and data analysis.
CHAPTER n
REVIEW OF THE LITERATURE
Behavioral disorders in youth not only affect the family involve the school
system, the judicial system, and the community at large. Youth with behavior disorders
often have problems in school or in their community long before they are diagnosed with
behavior disorder. Then there are also many cases ofmisdiagnosis. The fact that these
children are not being treated or are in fact receiving ineffective treatment, make it
evident that there is still much to learn on the subject ofmanaging adolescent behavior
disorder. This section describes information in the literature that discusses the symptoms
ofbehavior disorder, as well as explains proven treatments and interventions.
History and Description ofBehavior Disorder
An estimated ten to twenty percent of children worldwide have one or more
mental or behavioral disorders (Eun-Myo Park, 2002). Behavior disorders are evident in
the child’s behavior usually long before they turn 10 years of age. The symptoms of
attention deficit hyperactivity disorder (ADHD) should be apparent by age 7 (Rinsley,
1990). A child diagnosed with Conduct Disorder, may show symptoms before age ten.
Oppositional defiant disorder may show signs in a child as early as two years of age
(Rinsley, 1990). The many bio-psycho-social factors that contribute to behavior disorder
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make it very difficult to treat with longstanding results, while still being able to maintain
the safety of the adolescent and the community in the meantime.
Conduct Disorder has become an adolescent behavior disorder that is more and
more frequently diagnosed and seen in residential treatment settings. This is due to the
severity of its symptoms, and the inability ofmost parents and conununities to maintain
youth showing such intense behaviors. Approximately 6 to 16 percent ofboys and 2 to 9
percent of girls meet the diagnostic criteria for conduct disorder. The incidence of
conduct disorder increases from childhood to adolescence (Searight, 2001). Youth
diagnosed with conduct disorder can pose several problems to the general public. “The
primary diagnostic features ofconduct disorder include aggression, theft, vandalism,
violations ofrules and/or lying” (Searight, 2001). “Parental Substance abuse, psychiatric
illness, marital conflict, child abuse and neglect, and exposure to the antisocial behavior
ofa caregiver, all increase the risk ofbehavior disorder” (Kazdin, 1997). The majority of
these risk factors make the home an unstable or unsafe environment for the youth; as a
result, it is most likely that in order for treatment to be effective the youth will need to be
removed from the home environment. An intensive long-term program such as a
residential treatment center may be ofbenefit to some children, especially when
sufficient supportive services are not available in their home or communities (Wells,
1991).
Along with conduct disorder, diagnosis such as intermittent explosive disorder,
posttraumatic stress disorder, mood disorders (i.e., depression and bipolar disorder)
oppositional defiant disorder, attention deficit hyperactivity disorder, schizophrenia, and
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suicidal behaviors are all common diagnosis seen within the residential settings. All of
these diagnoses can be characterized by symptoms of low impulse control, aggressive
and violent behavior, destruction ofproperty, fire setting, and lack of respect for the law
and authority figures, as well as selfharming behaviors.
A survey of45 child welfare agencies in the state ofMassachusetts evaluated the
children being treated in the state and the nature of the problems identified in treatment.
The results were astounding. The number of children diagnosed with bipolar disorder
increased by 152% between 1996 and 1999. There was a 63% increase in self-mutilating
behaviors, and a 40% increase in posttraumatic stress disorder. These numbers are
strong indicators as to what is occurring on a national basis (Lambert, 2000).
Residential Treatment Centers Use ofTherapeutic Interventions
The types of treatment offeredwithin the centers varies widely; the major
categories are psychoanalytic, psycho-educational, behavior modification, group
therapies, medication management, and peer-culture (Surgeon Generals Report, 2001).
The literature discusses forms of treatment that vary from physical restraint to solution
focused interventions, and psychotropic medications. Residential treatment includes
interventions that involve reward and consequence systems, and can be found in practice
in centers across the nation. The residential treatment center combines the safety and
security of an intensive hospital setting with the therapeutic environment needed to
control and change mal-adaptive behaviors. Residential treatment centers are the second
most restrictive form of care (next to inpatient hospitalization) for children with severe
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mental disorders (Bums, 1998). Behavior and mood disorders have negative effects on
the emotional, social, and cognitive development of the adolescent. The residential
treatment facility offers interventions to combat these adverse effects. For example,
group therapy is an intervention that is highly supported among professionals involved in
residential program development. Groups can be a good setting for dealing with some of
the problems that are especially prevalent among adolescents, such as poor peer
relationships and impaired problem-solving (Wood, 2001).
It is very common for youth with severe behavior disorder to become extremely
violent towards themselves and others. Residential facilities are equipped with the
resources and the ability to offer different levels of stabilization techniques for crisis
situations that parents, and teachers could not offer in a home or school environment.
Lx)cked seclusion or physical restraint is used to manage aggression with 20% to 60% of
child and adolescent inpatients. This type of intervention allows the client a safe
environment to work out aggressive feelings. (Angold and Pickles, 1993; Garrison, 1990;
Swett, 1989; Troutman, 1998).
Residential Treatment vs. Alternate Treatment Modalities
Various forms of intervention have been tested to determine their effectiveness in
treating behavior disorder. The results of the intervention can be attributed to the
effectiveness or ineffectiveness of the residential treatment center. These interventions
include, but are not limited to, outpatient care, partial hospitalization (day treatment), as
well as family and individual therapy. Due to the effects that youth with behavior
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disorders have on the family and the community, it is important to determine if the
residential treatment center has a positive affect after service is complete and the client is
discharged back into the community. Although there has been recent movement toward
the establishment of a continuum of care, and increased concern about the number of
children placed in residential settings little research on outcome and effectiveness is
available. The majority of the evidence for outcomes is from research published largely
in the 1970s and the 1980s (Curry, 1991). Studies investigating the outcomes one-year
follow-up studies using single sample pre-and post-test designs have been conducted to
examine outcomes for children and youth who received residential services. Although
varied in methodology and focus, these studies generally revealed positive outcomes
reported that the majority ofparents found the services helpful, that parent and family
functioning improved, and outcome measures for children were positive (Kutash, Rivera,
& Robbins, 1995). According to estimates, anywhere from 17 to 22 percent of children
under the age of 18 meet the diagnostic criteria for one or more mental disorders
(Sarason & Sarason, 1996). Only about 18 percent at best receive adequate treatment
(Sarason & Sarason, 1996). There are not enough mental health services available for
meeting adolescent’s unique needs (Tuma,1989). This makes it extremely important to
continue researching what the “needs” of these youth are, and make the services
assessable to those who require them. Structured skill-oriented treatments such as
behavioral parent training, and fimctional family therapy, have demonstrated efficacy
with relatively mild forms ofantisocial behavior, but have been unsuccessful in treating
serious antisocial behavior in adolescents (Bank et al., 1991; Weisz et al., 1990).
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The literature suggests that residential treatment centers are the most effective in
treating severe disorders and producing long- term effects. For this mixed group of
severely disturbed adolescents, outpatient or shorter term inpatient residential treatment
almost invariably fails; rather, extended, intensive inpatient treatment based on
psychodynamic principles offers the best opportunity for healthily altering long-standing,
deeply embedded maladaptive life patterns (Rinsley, 1990). Residential treatment is
much more expensive than other forms of treatment, for instance residential treatment
care cost twice as much as therapeutic foster care (Rubenstein et al., 1978). This would
be a valid argument in favor of alternative forms of treatment however these alternative
forms do not remove severely disturbed youth from the community, or possible unsafe
environments. When considering the cost, in comparison to the safety of the youth and
the community at large, most decision makers are willing to pay in order to avoid the
liability.
Limitations of the Literature
The research shows that there is a need for more studies that focus on the
information that can be determined outside of, and in conjunction with a pre and post¬
test model. Also pre and post test models do not incorporate some way ofdetermining
what goes on during treatment so it cannot stand alone in determining ifRTC placement
will effect the frequency ofacting out behaviors. In addition, there were no studies
foimd that gave insight to the process ofchange as it occurs throughout the length of
treatment. There is a need to develop techniques to assist patients who will benefit from
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behavior change. Understanding the stages through which patients pass during the
process of successfully changing a behavior enables physicians to tailor interventions
individually (Zimmerman, 2000).
The literature leaves several questions unanswered. How do clients respond to the
intervention at the time it is administered? Because so many interventions are used
within the residential setting; how can one be sure which interventions are actually
responsible for the changes in acting out behavior? What causes behavior fluctuations?
What do the clients believe works for them? Further research is needed to begin to
answer these questions.
Proposed Study
This study explores and identifies the reasons for the distinct changes in behavior
in youth in the residential treatment setting. For this study clients matriculating through
a residential program will be interviewed. Their personal accounts will identify the
variables that contributed to their change in behavior.
Conceptual Framework
B.F. Skinners Theory ofOperant Conditioning is used as the conceptual
framework for this study. The Theory ofOperant Conditioning suggests that
individuals’ behaviors are strengthened or weakened by the consequences enforced and
the use ofprimary and secondary reinforces. An example ofa primary reinforcer is food
while an example of a secondary reinforcer is money. Secondary reinforcers are often
used to get or purchase primary reinforcers. Consistency in responding to clients
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behaviors with the use ofpositive, and negative consequences, results in a more
restrictive environment for the client.
The residential treatment center chosen for this study, and treatment centers
across the nation, typically use the positive reward and negative consequence system in
their programs, which uses the implementation or removal of primary reinforcers such as
extended free time, toys, and privileges, or secondary reinforcers such as gold stars, or
smiley face stickers. Negative behaviors result in negative consequences, which
eventually lead to a decrease in the behavior. In turn positive behaviors result in positive
consequences, which will lead to an increase in the positive behavior. This is illustrated
in the following graphs. Figure 2 illustrates the positive relationship between positive
behaviors and positive rewards. Figure 3 illustrates the inverse relationship between
negative behaviors and the negative consequences.
positive
behaviors
Figure 2. Positive relationship operant conditioning
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Figure 3, Inverse relationship operant conditioning
Summary
It is important that these youth be placed in situations where their behaviors are
monitored and reinforced consistently. Ifyouth’s positive behaviors go unrewarded they
are likely to decrease. Intern, ifnegative behaviors go unnoticed and are not corrected
they will increase, creating a problem child. The residential treatment facility is ideal for
this type of consistent monitoring due to the fact that it provides 24-hour
professionally-trained care. Parents and teachers often do not have the time or the
training to accomplish this task successfully. Adolescents can be kept safe from hurting
themselves or others, and eventually be given the tools needed to learn to maintain their
own behavior.
The following chapterwill provide a complete explanation of the methods used
in completing this study.
CHAPTERm
METHODOLOGY
This section describes, in detail, the methods that were used to conduct this study.
This section includes an explanation of the setting, sample, measure, design, procedures,
and the data analysis used in this study. The chapter concludes with a summary of the
methods.
Setting
An intermediate level 52-bed residential treatment center in Atlanta, Georgia, was
chosen as the settings for this study. The facility houses youth who range in age from IS¬
IS, have been diagnosed with behavior disorder and have been removed from the
community due to antisocial behaviors such as violence, aggressiveness, lying, and
stealing. The entire population consists of63% African American and 37% Caucasian.
Females make up 49% of the population, andmales make up 51%. Clients come from
varied socioeconomic backgrounds and family situations. The setting for the data
collection was the clients lounge area located at this site. The lounge area was selected
because it provided a comfortable atmosphere to interview the clients’ privately that is
separate from the other clients that are not involved in the study and is convenient to




The sample was selected from a residential treatment center in Atlanta, Georgia.
The sample consists of 16 clients between the ages of 13 and 18 years ofold; four black
males, four black females, four white males, and four white females. This sample is
representative of the mixed population of residential treatment centers nationwide, there
by resulting in an increase in the reliability of the study. There may be some threat to
the validity of the sample of clients being interviewed however, due to the fact that the
pilot study consisted of a different group ofclients who have since been discharged. To
address this threat the records and charts were examined and it was determine that the
clients chosen for the interviews were progressing through the residential treatment
program forming the same or very similar behavior patterns as the clients that had been
chosen previously for the pilot study.
Measures
Existing program documentation serves as the first measure for this study. The
documentation comes in the form of timeout sheets and consequence writing
assignments. It is the legal obligation of the agency to keep accurate documentation of
each incident, of each clients acting out behavior over the course of their matriculation
through the treatment program. Each timeout form or assignment completed by the
client requires that they comment in their own words on the reasons for their behavior,
why they discontinued their inappropriate behavior, and what they will do to improve
their behavior next time.
18
The second measure was individual interviews. Clients were asked to discuss
their reasons for acting out, or improving their behavior at different points in their
matriculation through treatment. There may be some threat to the validity of the measure
if the clients feel that their answers will have an effect on their progress through the
program. In order to minimize this threat it was explained to the clients that the
interview would be held in a safe environment for discussion, that their honesty is very
important, and that their answers did not have any bearing on their progression through
the program. The interview questions were designed to take into consideration what
phase of treatment the client was currently in. If the client had not been in the program
long enough to reach the phase in treatment that the question was designed to address,
that question was simply left out of that individuals interview. The questions were as
follows:
Honeymoon Period -Phase 1
1. Describe your feelings when you first enter a new residential treatment
placement?
2. Even with all of those feelings in side ofyou, you still did a great job
maintaining your behavior. According to your records your first 3 months
or so you didn’t get in hardly any trouble. You had very few time outs,
very few consequences or write-ups. Why is that?
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Peak Period - Phase 2
3. So what changed? Because shortly after that you had a really rough couple
ofmonths. You earned several consequences and were restrained for
being violent. What happened?
Stabilization Period - Phase 3
4. Then your records show another change. You got yourselfon the highest
level. You have not earned many time outs or consequences. What
happened?
Regressive Period - Phase 4
5. Your getting ready to be discharged you found out recently and you had a
rough couple ofweeks you were getting time outs again which you
haven’t done in a long time. What’s happening?
Re-Stabilization - Phase 5
6. You are scheduled to leave any day now and your behavior is the best it
has ever been! Not even a verbal redirection in days! Why is that? What’s
going on with you?
Operant conditioning /residential treatment intervention
7. On a scale of 1-10 howmuch do the incentive and consequence programs
help remind you to maintain appropriate behavior? For example the level
system, tokens, weekend outings and home passes. And why?
Interviewing is a straightforward method of gathering information. When trying
to establish which interventions are helpful to the client, and what situations causes
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changes in the client behavior, asking the client to relate that information in their own
words is far more accurate that attempting to translate or infer information through other
means. The possible threats to conducting interviews are that researchers must always
be concerned with the honesty of the client, and the ability of the client and researcher to
comprehend one another. These threats can be addressed through first; conducting
several interviews and comparing client responses, if the responses are similar one can
establish that the participants were honest thus, increasing the reliability of the study. To
address the second threat participants should be given the opportunity to discuss their
understanding of the questions before and after they respond. Intern the researcher should
do the same when interpreting the participant’s response; this along with careful
recording of questions and responses insures that the data is collected accurately.
Design
This exploratory study uses a non-experimental study design. The design notation
for this study is; X 01 02 whereX is equal to the reasons for the pattern of change in the
frequency of acting out behaviors among youth with behavior disorder in residential
treatment programs. The 01 is equal to the existing documents found in the clients
personal records. 02 is equal to the interviews. This design is appropriate because it
allows for access to clear results from the clients themselves about the reasons for the
pattern of change in the frequency of their acting out behavior. The results from this
study in conjunction with future researchwill allow for implementation ofmore
successful interventions within residential treatment facilities. The design, however.
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does not include a means for longitudinal study, thus making it impossible to assess from
this study the long-term effects of residential treatment. The internal validity of the study
may have been threatened by the fact that variables other than those mentioned by the
participants could have contributed to the pattern of change in the clients acting out
behavior. For example: Changes in medication, and other biological factors such as
puberty could have an effect on observable behaviors. To reduce this threat, the client’s
medical records were reviewed for consistency in their medication as well as any
indication of changes in behavior that coincided with the beginning ofmenstruation or
biological changes ofany kind.
Procedures
After the completion ofconsent and confidentiality forms, the records of those
clients that were chosen for the pilot study were located in the archives room. All of then-
consequence and timeout forms were examined. The chents’ acting out behavior was
tabulated to ensure that the results from the pilot study were comparable to the behaviors
of the new sample. After meeting with the therapist on staff to determine the most
productive way to structure the interviews, the interviews were held with the clients that
met the predetermined requirements of the study. One limitation of the data collection
process was that a number of the sample population was unavailable. Due to the holiday
season many of the clients went on extended home passes. It took approximately six
weeks to complete the process of interviewing. The interviews took place in the lounge
area of the residential treatment center. Each participant was offered the option to
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decline being interviewed, also to at any time to discontinue as well as exclude any of the
questions. Each participant completed the interview responding to all of the questions
they were asked. Each interview took approximately 30 minutes. The interviews were
documented and the clients were given the opportunity to read over the discussion notes
to ensure accuracy.
Data Analysis
This study seeks to identify the reasons for the existence of a distinct pattern of
change, in the frequency of acting out behavior in youth in residential treatment. The
analysis was iterative using a constant comparative method, in which the participant’s
qualitative responses to the interview questions were read once for comprehension, a
second time to confirm absolute distinction between concepts and categories. Finally, a
third reading was completed to ensure that no new concepts or categories emerged and
that all identified categories were complete. The participants responses were sorted and
grouped according to similarity in concept. Each of the interview questions was
designed to coincide with a particular phase in treatment. Once the interviews were all
conducted it was clear that the client’s responses were very similar. These groups were
based on emergent themes in the data (Wheller & Ronmey, 1988). The themes were then
identified as variables (or reasons) that contributed to the identified pattern of change.
The following tables illustrate the themes and sub themes that emerged form the
participant’s responses.
23
The participant’s demographics were recorded using frequencies and descriptive
statistics.
Summary
This chapter explained the setting, sample, measures, design, procedures, and
data analysis for the study. The following chapter will report the studies findings through
discussion of the participant’s responses to the interview questions.
CHAPTER IV
RESULTS
This chapter presents the findings of this study. The section includes the
demographics of the sample population, as well as the results of the questions and
answers discussed in their individual interviews.
Demographics
All 16 of the participants are clients ofan intermediate-level residential treatment
center. As discussed in the methodology, eight of the participants were African
American, the other eight were Caucasian; halfofeach ethnic group was male and the
other half female. All of the participants were between the ages of 13 and 18; the average
age being 16-years old. Specifically, 1 participant was 13-years old, 1 was 14-years old,
3 were 15-years old, 3 were 16-years old, 7 were 17-years old, and 1 was 18-years old.
The participants were asked how long they had been in the residential treatment
facility. This information allowed the researcher to determine which phase of treatment
they were in, with relation to the pilot study. They were also asked if they had been in
any other residential placements previous to this one. If the client responded that they
indeed had been in previous placements, they were instructed to also take those other
placements into consideration when answering the questions in the interview. This
24
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added to the reliability of the study because it allowed the researcher to gain insight into




















Participants Phase in Treatment ('n=16')
PHASE OF TREATMENT % OF PARTICIPANTS
Phase 1- Honeymoon 6.25%
Phase 2- Peak 25%
Phase 3- Stabilization 18.75%
Phase 4- Regressive 0%
Phase 5- Re-Stabilization 50%
A series of 7 questions were addressed during the interviews. The Clients
responses and observable behaviors were recorded as follows:
“Describe your feelings when you first enter a new residential treatment
placement?”
Of the 16 participants interviewed all answered this question. All sixteen (100%)
used the word “fear,” to describe their feelings when entering a new program. Again all
sixteen (100%) stated that intake was a difficult time because the place and the people
are unfamiliar. There were thirteen (81.25%) participants who mentioned that they had a
hard time adjusting to the rules of the program at first, which made them anxious about
getting into more trouble. When explaining further 14 (87.5%) of them also discusses
feelings ofanger for beingmoved away from where they were before and being “locked
up.” Five participants or 31.25% suggested that the reason they felt angry was because
they felt they had been fricked by case managers and case workers into thinking that they
were going into less intensive programs. Of the 16 participants that discussed feelings of
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anger 11 or 68.75% stated that they were angry because they did not feel they needed to
be in a locked facility. Out ofall of the participants 3 (18.75%) mentioned feelings of
sadness. One participant (6.25%) said that the sadness was brought on by guilt for
previous “bad behavior,” and two participants (12.5%) said it was because they were
missing friends and family.
Table 3
Themes: Phase 1. Question #1. Clients Feelings at Intake (n=16i




Fear of the unfamiliar 16 100%




Anger: felt they had been
tricked
5 31.25%
Anger at being locked up 7 43.75%





Sadness from guilt for
previous behaviors
1 6.25%
Sadness from missing friends 2 12.5%
and family
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“Even with all of those feelings in side ofyou, you still did a great job maintaining your
behavior. According to your records your first 3 months or so you hardly get into any
trouble. You had very few time outs, very few consequences or write-ups. Why is that?”
All 16 (100%) of the subjects unanimously stated that they believed that if they
“acted good“ or held in their feelings they would be able to go home, or be discharged
much sooner. Fourteen (87.5%) of them stated that they tried very hard to hold in their
feelings of anger and sadness because they were imfamiliar with how the staffwould
react. Six (37.5%) of them stated genuine intentions ofnot acting out; they planned to
really be good this time and not get into trouble. Three stated that they just kept to
themselves not building any relationships with peers or staffwith the intention ofjust
“waiting it out.” One of the participants disclosed that she had been successful at
tricking her previous intensive placement into discharging her after a short stay.
“I figured I would just fake like I’m a good kid and don’t get into trouble then they would
let me leave and go somewhere better. It worked at my last placement they were
intensive and this is intermediate I was only there a couple ofmonths.”
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Table 4
Themes: Phase 1. Question #2. Reasons for Maintaining Behavior (n=16')















WAITING IT OUT 3 18.75
“So what changed? Shortly after that you had a really rough couple ofmonths. You
earned several consequences and were restrained for being violent. What happened?”
Fifteen of the participants were asked to respond. Again all of the participants
(100%) agreed when answering this question. They stated that they just simply could not
hold it in any longer. Their reasons for not holding it in any longer differed however.
Six stated that they were just tired ofbeing told what to do all of the time, when to use
the restroom, when to eat, and sleep, and being constantly corrected for every little thing.
Eleven of the subjects stated that they were going through a really hard time confronting
new and old issues in their individual therapy at this time.
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Table 5
Themes: Phase 2. Question # 3. Reason for Increase in Acting Out Behavior fn=15^
















“Then your records show another change. You got yourselfon the highest level. You
have not earned many time outs or consequences. What happened?”
Eleven participants were asked to respond to this question. The responses for this
question were split almost evenly. Six (54.5%) stated that their treatment got much
easier they felt more comfortable discussing their treatment issues with therapists and
staff. One client responded: “ The more I talked about my abuse the less angrier I felt
about it. I went from not telling anybody, to telling anybody that would listen, and it
started not to hurt so bad. I learned that when you hold stuff in it’s going to come out,
mine came out in fighting and cursing and stuff.” The other 5 (46.5%) participants stated
that they had decided that it was time to take treatment more seriously. It should be
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mentioned that these 5 were the older of the sample. All respondents stated that they felt
like they had grown out of their behavior and that they need not waste anymore time.
Table 6
Themes: Phase 3. Question #4. Particioants Reasons for Decrease in
Actine Out Behavior n= 11







“You found out recently that you are getting ready to be discharged and you had a rough
couple ofweeks you were getting time outs again which you haven’t done in a long time.
What’s happening?”
Eight participants were asked to respond to this question. Again the responses
were imanimous all 8 (100%) discussed being afraid. Three (37.5%) of the participante
were concerned about changing placements, where was their new placement, or what
returning home would be like. Five (62.5%) of them stated that they were concerned
about aging out of the system and being on their own for the first time. All respondents
(100%) agreed that for a briefwhile they believed that acting out again might prolong
their stay, and they would not have to face these fears, but realization that this was not
true came quickly through discussions and support from staff.
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Table 7
Themes: Phase 4. Question #5. Reasons for Reoccurrence ofActing Out Behavior
(mM
THEMES ABSOLUTE # OF
PARTICIPANTS
% OF PAR'nCIPAN I S
FEAR 8 100%
Fear of change 3 37.5%





“You are scheduled to leave any day now and your behavior is the best it has ever been!
Not even a verbal redirection in days! Why is that? What’s going on with you?”
Eight participants were asked to respond to this question. All of the residents
(100%) stated that they feel a sense of accomplishment and happiness about completing
the program. Five (62.5%) stated that they were sad about leaving friends and favorite
staffpersons. Four (50%) of the respondents said they feel like they had control over




THEMES ABSOLUTE # OF
PARTICIPANTS
PARTICIPANTS










“On a scale of 1-10 how much do the incentive and consequence programs help remind
you to maintain appropriate behavior? For example the level system, tokens, weekend
outings, and home passes. And why?”
All 16 responded to this question. The 4 clients that are now in the peak phase of
treatment gave the lowest responses of 5, and 6. They stated that they find the re¬
direction and consequences annoying and pointless. They do however enjoy the rewards
and do occasionally find themselves working towards earning them.
The other 12 participants all gave responses higher than 8. Seven of them stated
that they really look forward to the off-campus outings and other privileges offered as
rewards for good behavior. Several discussed the importance ofhome passes for those
that do have approved family visits. All 16 agreed that leaving to go spend time with
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family and friends is their top motivation, and admit that it is very difficult to remain
motivated if there is no outside visiting resource.
Summary
The purpose of this study was to establish what variables contributed to the
distinct patter of change in the frequency ofacting out behavior in youth in residential
treatment. The pattern was identified to be consistent across the entire sample in the
pilot study but no conclusions could be drawn as to why this pattern existed.
This chapter presented the results of the data collected in the interviews. The
results showed that the clients all had similar experiences while in the treatment
program, even those that had been in several different programs. The emergent themes
became evident and were consistent throughout the sample. The results are significant
because they were able to show that there are specific emotions and events that occur at
specific times throughout treatment that can be attributed to the length of stay and the
actual interventions used within the residential setting. These emotions and events affect




This chapter presents a conclusive synopsis of the findings of this study. It also
examines what fiuther research is needed in this area. The findings from this study
showed that there are indeed distinct phases that adolescents in treatment go through that
can be determined based on the length of stay and are characterized by common
emotional states and behavior.
The first phase of treatment referred to as the honeymoon stage was characterized
by a low frequency ofacting out behavior. It is at this time in treatment the clients admit
to holding feelings ofanger and fear while attempting to show appropriate behavior. The
theme that became evident when the underlying desire in all of them to leave the
program by proving they could be well behaved. This belief has been reinforced by
agencies interrupting treatment in the past.
The peak phase in treatment, which is identified by the highest frequency of
acting out behaviors, was explained by the clients as being their most difficult time in
treatment. This is the time when therapists build rapport with their clients and
confronting difficult issues. Clients come to realize that they will not be leaving the
program. They are now aware of their constantmonitoring, the lack of freedoms, and the
level of expectation being much higher than they desire to deal with. This type ofadult
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involvement seems extreme to the client and interferes with their comfort level. The
constant use ofpositive and negative reinforcement discussed as the conceptual frame
work for the study is used to redirect and ultimately change the behavior of the clients,
but often causes clients to rebel at first. The acting out that occurs at this time, if it were
in any other setting would usually cause individual to avoid the adolescent and become
detached. “Detachment deprives the youth ofproper reinforcement for their behaviors.
This lack ofengagement places a child at risk for more extreme acting out” (Eddy 2000).
The next phase in treatment referred to as the stabilization period is a time of
security for the clients. The clients explained it as being, the time that they finally were
able to develop coping skills and feel better about discussing past issues. By this time
the client has become more comfortable about the rules of the center and can function
within the staffs’ expectations. The use ofoperant conditioning often produces much
better results at this phase in treatment. The clients are able to expect consistency from
the staff in implementing negative consequences and positive rewards. This consistency
allows the client to learn what behaviors are acceptable and which are not, and to form
new habits in the process. This also became a time of realization for the older client.
Maturity was identified as a variable that effected change for them. This was a time that
they came to the understanding that time was running out for those that were aging out of
the system. The increase in their level ofmaturity made residents understand the
importance taking their treatment seriously.
The regressive phase or phase 4 is characterized by a slight increase in recurrent
acting out behaviors. This is usually after the client has been told that they are going to
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graduate or be discharged from the program. This time ofterminating relationships can
be very difficult and has proven to stir up feelings of fear and self-doubt in the
participants. Clients become concerned about where they are going and if they will be
successful there. These feelings result in the slight increase ofacting out that occurs
during this period in treatment, especially for those that will be considered adults when
they leave.
The fifth phase in treatment, which is the short period of time immediately before
discharge when clients are elated about their accomplishments. Clients are feeling a
sense ofpride and often show outstanding leadership skill for other clients that are not as
far along in treatment. Acting out behaviors at this time is at the lowest they have been
over the client’s entire length of stay. The participant attributes this to two variables,
their new level ofmaturity, and their newfound ability to control their impulses.
Finally, the scaling question which directly addressed the conceptual framework
of the study, asked clients to consider how much the actual positive and negative
reinforcing interventions used within the treatment center affected the changes they made
in their behavior. All agreed that they did have an affect but it is apparent that the
rewards must be highly desirable for the intervention to work. It became evident through
the discussion that those clients that do not have family or outside visiting resources as
incentive are slightly less interested in the levels system and token economy used within
the program. It is important for staff to be creative in finding ways to reinforce these
individuals behavior. There is further research needed to determine what actions act as
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strong reinforcers for adolescents and how they can be implemented within the
residential setting.
Limitations to the Study
This study is limited in that the sample was small and selected from only one site.
To determine if the results can be applied to residential facilities and their clients all over
the study would need to be repeated with a larger sample from several sites.
Another limitation to the study was that there is no way ofdetermining if the
interventions used within the treatment center had any long-term effects on the client’s
behaviors. Once clients leave the center they are no longer monitored 24 hours a day and
reinforcement for behaviors is not as consistent. It would be interesting to find out if the
skills learned in the residential setting remain a part of the client’s behavior after they are
discharged. Longitudinal research would need to be done to examine these questions.
Finally, this study did not have any way ofdetermining if the client’s answers
were truthful. It can be inferred that they were based on the fact that the responses were
so consistent throughout. However, ifthe clients felt for whatever reason that their
answers would result in unwanted consequences there is a chance that, this beliefwould
lead them to be dishonest.
Summary
This chapter discussed the findings of the study as it related to the pilot study and
the theory ofoperant conditioning. The limitations to the study were also addressed. The
results of the interviews answered several questions as to why this distinct pattern in
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behavior exists, and whether or not the residential setting had an effect on the decline in
the frequency of the clients acting out behaviors. What better place to get this
information then from the clients themselves? Several of the questions were answered
with unanimous results making it clear that the client’s feelings and experiences are
similar. This study exemplifies the importance ofqualitative research when attempting to
retrieve clear-cut answers to very specific questions. Kingsley et al. (1998) emphasized
resident participation to improve programs. Kingsley contends that residents are more
aware of the realities of their own environments than outside professionals. The final
chapter will make clear the implications for social work as well as suggestions for further
research.
CHAPTER VI
IMPLICATIONS FOR SOCIAL WORK
This chapter provides a discussion ofthe implications this research has to the
ever-growing field of social work. There is also a thorough explanation as to the benefits
that the information coming fi'om this research will have on the treatment ofadolescent
behavioral disorder, and the management ofresidential treatment facilities.
This study was designed to examine the reasons clients follow such a distinct
pattern ofbehavior when matriculating through a residential program. This pattern of
behavior ultimately results in a decline overall in the frequency of the antisocial
behaviors that initially brought them to the program. This study also intended to attribute
this decline in acting out behaviors to the programmatic features of the residential
facility.
Due to the fact that the number ofyouth with behavior disorder is so high, and the
number of them getting appropriate treatment is so low as mentioned earlier, it is
recommended that the social service community use this study to educates themselves on
what is working and what is not. By breaking down the length ofstay into phases,
identifying the reasons behind the behavior pattern, this study has given practitioners the
ability to design interventions that are specifically geared towards the needs of the client
with relation to the phase of treatment they are in. If the frequency ofacting out
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behavior in youth with behavior disorder can be monitored throughout the duration ofa
client’s stay in a residential treatment center, the social workers, parents, and direct care
staff can determine if the treatment is effective, this will save time and funds.
The purpose of this study is to broaden the knowledge base as to whether or not
residential treatment center placement will affect the frequency ofacting out behavior in
youth with behavior disorder. Further research is needed to examine the effects of
residential treatment on acting out behavior. Future studies should focus more closely on
the program characteristics, and how they promote change as well as the client’s specific
reactions to the program. The results from this study and others like it can help to
improve the level of care provided by residential treatment centers to make them more of
a resource in the social service community.
APPENDIX A: CONSENT FORM FOR EVALUATION
Informed Consent Form
This evaluation will examine the patterns of acting out behavior in youth with
behavior disorder. This evaluation is being conducted in partial fulfillment of the
requirement ofa Masters degree in the School of Social Work at Clark Atlanta
University.
The names of the subjects used will be kept completely confidential.
Participation in the research is totally voluntary; those who elect to take part may chose
to discontinue at any time without prejudice. For further information please feel free to
contact Ms. Clowers at (xxx)xxx-xxxx. A verbal consent will be required to continue
with this evaluation. Thank You.
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APPENDIX B: SITE APPROVAL LETTER
We, , give Nicole Glowers permission to
conduct a research study at our agency for the sole purpose ofcompleting the degree
requirements for theMaster ofSocial Work at Clark Atlanta University. It is understood
that none of the participant will come to any harm or discomfort, and their involvement
in the study is completely confidential. All participants have the right to decline their
involvement and have their data removed at any time upon their request. It is understood
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